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Abstract 
 
 Cognitive reactivity to sad mood (CR) and poor social support are both associated 
with incidence of depression. However, it is unknown whether partner social support (PSS) 
can moderate the effect of CR on depression, and if gender differences are present in this 
relationship. The main aim of this thesis is, therefore, to examine if PSS has a moderating 
effect on the relationship between CR and depression symptom severity. This relationship is 
examined in order to optimize information and increase knowledge about predictors of 
depression symptoms. This information could lead to new directions for future research 
regarding protective factors for depression. All participants in the current study (N = 1,076) 
had a partner and no current diagnosis of depression. Hierarchical multiple regression 
analyses were used to examine the relationship between CR, PSS and depression symptom 
severity. All models were corrected for age, gender, level of education, and a lifetime 
diagnosis of an anxiety disorder. Additionally, in order to examine possible gender 
differences, the analyses were repeated for women and men separately. Results showed that 
high levels of CR are associated with high levels of depression symptom severity, whereas 
high levels of PSS were associated with lower levels of depression symptom severity. These 
results were found in both women and men. Partner social support had a small but significant 
moderating effect on the relationship between cognitive reactivity and depression symptom 
severity in women, but not in men. These findings underpin the relevance to investigate the 
level of PSS in individuals with current depression symptoms in order to prevent severe 
depression symptoms, especially in women. For clinical practice, it is suggested to enhance 
(perceived) PSS during treatment of depression symptoms. Enhancing PSS, especially in 
women, might increase the moderating effect of PSS on the relationship between CR and 
depression symptoms.  
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 Depression is a highly prevalent and worldwide public health issue. Depression has a 
negative impact on the quality of life and on daily functioning (Buist-Bouwman et al., 2006; 
Bromet et al., 2011; Hays, Wells, Sherbourne, Rogers, & Spritzer, 1995). The negative impact 
of mental illnesses on health is equal to or even exceeds the impact of physical diseases and 
chronic medical illnesses (Buist-Bouwman et al., 2006; Hays et al., 1995). Depressive 
symptoms are also strongly associated with social dysfunction, interpersonal problems (e.g. 
poor social and marriage adjustment), and deficits in social skills (Segrin, 2000; Vittengl, 
Clark, & Jarret, 2004). Depression often remains unrecognized and untreated and is a high 
economic burden for society (Cassano & Fava, 2002). Therefore, it is important to investigate 
risk factors for depression in order to improve the prevention and the treatment of (symptoms 
of) depression. 
Much research has been done on the single causes and possible risk factors for 
depression, such as poor economic status, a negative work environment, health issues, 
childhood trauma, and interpersonal problems. However, it is not one single factor that effects 
the risk for depression, but generally a combination of behavioral, cognitive and interpersonal 
variables (Ingram, Trenary, Odom, Berry, & Nelson, 2007). In the current study, a cognitive 
vulnerability factor for depression (i.e. cognitive reactivity) and an interpersonal factor (i.e. 
social support) will be examined in order to see if the combination of both is a stronger 
predictor of depression symptoms than the single factors. 
Cognitive reactivity to sad mood (CR) is a cognitive risk factor for depression and the 
incidence (Kruijt et al., 2013) and recurrence of depression (Segal et al., 2006).  CR is 
potentially treatable (Antypa, Van der Does, & Penninx, 2010). In the current study CR will 
be examined as the cognitive risk factor of depression. The interpersonal factor that will be 
examined is social support. Poor social support is significantly associated with psychological 
distress (Maulik, Eaton, & Bradshaw, 2009; Teo, Choi, & Valenstein, 2013). According to 
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Plaisier et al. (2007), a high level of social support is significantly associated with a lower risk 
of mood and anxiety disorders, particularly in men. Social support can therefore be seen as an 
interpersonal vulnerability factor. A high level of social support possibly functions as a 
buffering factor for depression.  
It has not yet been tested how CR relates to social support and if social support can 
moderate the effect of CR on depression symptom severity. Identifying a possible moderating 
effect of partner social support (PSS) on the relationship between CR and depression 
symptom severity can optimize information and increase our knowledge about the 
development of depression symptoms. This information can lead to new directions for future 
research and clinical practice. 
 
Cognitive Reactivity 
 According to Kruijt et al. (2013, p.1), “Cognitive reactivity to sad mood is the extent 
to which dysfunctional cognitions become activated when an individual experiences mild 
sadness”. These dysfunctional cognitions can be used as a predictor of future symptoms of 
depression (Wenze, Gunthert, & Forand, 2010). Examples of dysfunctional cognitions are 
thoughts of hopelessness, and thoughts about dying or self-harm. When dysfunctional 
cognitions are easily triggered by negative mood, higher incidence, relapse and recurrence 
rates of depression are predicted (Wenze et al., 2010). Individuals who have recovered from 
depression show higher rates of CR than individuals who have not experienced depression 
before (Moulds et al., 2008). However, they did not differ in current level of depression. This 
indicates that high cognitive reactivity to sad mood can be present even if (symptoms of) 
depression are/is not present. According to Just, Abrahmson, and Alloy (2001) cognitive 
reactivity to sad mood can be seen as a ‘scar’ of an episode of depression. This ‘scar’ makes 
an individual vulnerable for relapse of depression. Kruijt et al. (2013) have shown that high 
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CR also increases risk for a first episode of depression. Cognitive reactivity to sad mood is a 
potentially treatable vulnerability factor for recurrence of depression (Antypa et al., 2010).  
 
Partner social support 
 Much research has been done on the role of social support of a partner, and its possible 
buffering effect, on negative aspects of life as well as its impact on health (Alloway & 
Bebbington, 1987). According to Choi and Ha (2011), social support of a partner was 
associated with lower depression symptom severity in both women and men. In order to have 
a possible buffering effect, a social relationship not only needs to be present, but also needs to 
be of good quality; not all relationships provide adequate social support or are beneficial 
(George, Blazer, Hughes, & Fowler, 1989). For example, a poor quality of a social 
relationship with a partner is associated with an increased risk of depression (Teo et al., 2013). 
Therefore, it is important to differentiate between levels and aspects of social support in order 
to understand the context of a specific social aspect in a social network (Berkman, Glass,  
Brissette, & Seeman, 2000). Brown, Nesse, Vinokur, and Smith (2003) investigated the role 
of social support in mortality rates in the elderly. According to their research, giving social 
support to a partner was significantly associated with a reduced risk of mortality. Receiving 
social support, however, was not. The effect of social support is only a small part of a 
complicated model of how social interactions and social networks impact physical and 
psychological health (Berkman et al., 2000). Social support is assumed to be a critical, but not 
the only, pathway by which social interactions and social networks influences health 
outcomes (Berman et al., 2000).  
 In previous research, several gender differences in social support in general, and in 
PSS in specific, were found. Women tend to have more close persons than men, whereas men 
have larger social networks (Fuhrer, Stansfeld, Chemali, & Shipley, 1999). No gender 
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differences were found in the effect of social support in social networks on the occurrence of 
psychological distress (Fuhrer et al., 1999). Olstad, Sexton, and Søgaard (2001) investigated if 
social support and social network could buffer for the effect of stress (e.g. work stress or 
having a chronic disease) on mental health. A small but significant buffering effect was found 
for social support as well as social network. This buffering effect was larger and stronger in 
women than in men (Olstad et al., 2001). The experience of mattering to others is predictive 
of depression symptomatology in women, but not in men (Taylor & Turner, 2001). Gender 
differences may be due to differences in the perception of mattering and affection between 
men and women (Taylor & Turner, 2001). Low perceived support of a partner was associated 
with higher depression symptom severity in women, but not in men (Choi & Ha, 2011). 
According to Neff and Karney (2005), men and women are equal in the skills of providing 
social support but social support of women is often perceived as better and better timed. The 
quality of perceived emotional support does not change with age and relational strain tends to 
decrease (Due, Holstein, Lund, Modvid, & Avlund, 1999). 
 
Current study 
 The general aim of the current study is to examine whether the quality of PSS has a 
moderating effect on the relationship between CR and depression symptom severity (see 
Figure 1). According to the terms of Baron and Kenny (1986, p. 1174), ‘..a moderator is a 
qualitative (e.g. sex, race, class) or quantitative (e.g. level of reward) variable that affects the 
direction and/or strength of the relation between an independent or predictor variable and a 
dependent or criterion variable.’ Since previous research showed gender differences in social 
support (e.g. Fuhrer et al., 1999), it will be examined if gender differences are present in the 
relationship between CR, PSS and depression symptom severity. As age and level of 
education are associated with differences in level of depression symptoms (Mirowsky & Ross, 
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1992), and anxiety and depression share genetic factors (Kendler, Neale, Kessler, Heath, & 
Eaves, 1992), these factors will be controlled for. 
 
                                                            Partner social support            
                                                                    
  Cognitive reactivity   Depression symptom 
          to sad mood                severity 
 
            Figure 1. Moderator model. 
 
 
 In order to examine the relationship between CR, PSS and depression symptom 
severity, the following hypotheses were tested: 
(1) High levels of CR are related to high levels of depression symptom severity.  
(2) High levels of PSS are related to a lower level of depression symptom severity. 
(3) PSS has a moderating effect on the relationship between CR and depression symptom 
severity: high levels of PSS are related to a lower level of depression symptom severity, even 
when a high level of CR is present.  
(4) The moderating effect of PSS on the relationship between CR and depression symptom 
severity is stronger in women than in men. 
 
Method 
 
Design 
The Netherlands Study of Depression and Anxiety (NESDA) is an observational 
multi-site naturalistic cohort study with follow-ups after one, two, four and eight years 
(Penninx et al., 2008). The aim of the NESDA study was to study the long-term course of 
depressive and anxiety disorder, and to examine (the interaction between) predictors, in order 
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to improve knowledge, treatment and prevention of depression and anxiety disorders. A total 
of 2,981 persons ranging from 18 till 65 years participated in the NESDA study. All 
participants were recruited in the Netherlands (Penninx et al., 2008). Language problems 
would interfere with the reliability of the study. Individuals who did not speak Dutch fluently 
were, therefore, excluded from the sample. In addition, if a psychotic, obsessive compulsive, 
bipolar or a severe addiction disorder was diagnosed, participants were excluded as well. 
For the current study, the baseline data of the NESDA study is used. Of the 2,981 
participants, 2,019 participants reported having a partner at baseline. The other 962 
participants did not have a partner (n=926), did not answer the questions (n=2) or had missing 
data (n=34) and were, therefore, excluded. Participants with one or more missing values on 
the instruments measuring CR, PSS or depression symptom severity were also excluded 
(n=310). Cognitive reactivity to sad mood is a latent vulnerability factor and during 
depression, negative cognitions are activated (Kruijt et al., 2013). Participants with a current 
diagnosis of depression (n=633) according to the DSM-IV criteria (American Psychiatric 
Association, 2000) were, therefore, excluded. A current diagnosis of a depression was 
established with the Composite Interview Diagnostic Instrument (CIDI) (Wittchen, 1994), a 
reliable and valid test instrument (Andrews & Peters, 1998). Consequently, the sample for the 
current study included 1,076 participants.  
 
Procedures  
All respondents participated in a four-hour assessment at baseline. This assessment 
included interviews, blood collection and a battery of questionnaires about demographic and 
psychosocial information (Penninx et al., 2008). To investigate how cognitive reactivity and 
partner social support relate to each other and relate to the depression symptom severity, three 
questionnaires were used: the Leiden Index of Depression Sensitivity Revised (LEIDS-R) 
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scale (Van der Does, 2005), the Close Person Questionnaire (CPQ) (Stansfeld & Marmot, 
1992) and the Inventory of Depression Symptomatology – Self Report (IDS-SR) (Rush, 
Gullion, Basco, Jarrett, & Trivedi, 1996). These questionnaires were part of the battery of 
questionnaires that was included in the NESDA study.  
 
Ethics Statement 
 The Ethical Review Board of the VU University Medical Center Amsterdam and the 
local review boards of the participating centers approved to the protocol of the NESDA study 
(Penninx et al., 2008). Participants received verbal and written information about the study. 
Written informed consent of the participants was obtained at baseline assessment and 
confidentiality was maintained by using unique research ID numbers (Penninx et al., 2008). 
 
Measures 
 Cognitive reactivity to sad mood. CR was examined by means of the LEIDS-R scale 
(Van der Does, 2005). The LEIDS-R is a self-report instrument that consists of 34 items and 
six subscales: hopelessness/suicidality (e.g. ‘When I feel sad, I more often think that I can 
make no one happy’), acceptance/coping (e.g. ‘When in a low mood, I’m nicer than usual’), 
aggression (e.g. ‘In a sad mood, I am bothered more by aggressive thoughts’), 
control/perfectionism (e.g. ‘When I feel somewhat depressed, I think I can permit myself 
fewer mistakes’), risk aversion (e.g. ‘When I feel down, I am more busy trying to keep 
thoughts and images at bay’) and rumination (e.g. ‘When in a sad mood, I more often think 
about how my life could have been different’). A LEIDS-R total score is derived from the sum 
of the subscales. The items measure change in thinking patterns when participants experience 
mild dysphoria. Items can be scored on a 0-4 Likert scale with a score of 0, indicating ´not at 
all´ to 4, which indicates ´very strongly´ (Antypa et al., 2010). Sad mood is induced by asking 
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the participant to imagine the following: “It is certainly not a good day, but you don’t feel 
truly down or depressed. Perhaps your mood is an early sign of something worse to come, but 
things might also improve in a day or two.” (Van der Does, 2005). 
The internal consistencies of the subscales varied from α = .62 to α = .83. An internal 
consistency of α = .89 was found for the LEIDS-R total (Antypa & Van der Does, 2010). The 
LEIDS-R is a validated instrument (Williams, Van der Does, Barnhofer, Crane, & Segal, 
2008) and is found to be reliable in measuring CR and not sad mood (Van der Does, 2002).  
 
Partner social support. PSS was examined by means of the CPQ (Stansfeld & 
Marmot, 1992). In the NESDA study as well as in the current study, an adapted, shorter 
version of the CPQ is used. The CPQ assesses network size, as well as different types and 
quality of social support received from three close persons, for example from a partner. Only 
questions about a partner were included in the current study. Questions about other close 
persons were excluded. The CPQ consists of three scales: confiding/emotional support, 
instrumental support and negative aspects of support. Instead of fifteen questions regarding 
partner social support in the original CPQ, the adapted version of the CPQ consists of only ten 
questions. Some original related questions were combined (e.g. ‘did you want to trust this 
person’ and ‘did you trust this person’). This resulted in the following ten questions about a 
partner, categorized by subscale: 
 
Confiding/emotional support: 
 How often he/she gave you a good feeling about yourself? 
 How often did you share a hobby or other pleasant things together? 
 How often do you trust him/her with your most private problems? 
 How often did he/she share his/her personal problems with you? 
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Instrumental support: 
 How often did you need his/her practical assistance? 
 How often did you actually receive this practical assistance from him/her? 
Negative aspects of social support: 
 How often gave you stress or worries? 
 How often would you have liked to trust him/her more often? 
 How often did you feel worse after talking with him/her? 
 How often did you want more practical assistance from him/her? 
 
According to the findings of Fuhrer and Stansfeld (2002), the adapted version of the 
CPQ can be considered as sufficiently reliable and as valid as the original CPQ. The total 
CPQ score (CPQ total) is based on the sum of all item scores. Subscale total scores are based 
on the sum of the associated item scores. Because the adapted version of the CPQ was 
subjected to some changes in the NESDA study, as well as the current study, the reliability of 
the subscales is re-examined. A Cronbach alpha coefficient of .71 was found for the CPQ 
total, .74 for confiding/emotional support, .75 for practical support and .63 for negative 
aspects of social support. 
 
  Depressive symptom severity. The severity of depressive symptoms was measured 
by means of the IDS-SR (Rush et al., 1996). The IDS-SR consists of 30 items regarding the 
severity of a depressive symptom, for example ‘Feeling sad’, ‘Sleeping to much’ and 
‘Decreased appetite’. Items can be scored on a 0-3 Likert scale with a score of 0, indicating no 
depressive symptomatology to 3, which indicates severe depressive symptomatology. The 
IDS-SR is found to have good psychometric properties (e.g. good internal consistency, 
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interrater-reliability and concurrent and discriminant validity) and is found to be reliable in 
measuring depressive symptom severity (Rush et al., 1996).  
 
Methods of analysis 
The dependent variable was the IDS-SR. The independent variables were the scores on the 
LEIDS-R and CPQ. The IDS-SR, LEIDS-R and CPQ total scores are continuous variables. 
Hierarchical linear multiple regression analyses were used to test all hypotheses. In the 
analyses, age, gender, level of education and lifetime diagnoses of anxiety disorders were 
controlled for. In order to examine a possible gender difference, in the fourth hypothesis all 
analyses were done for women and men separately.  
 Furthermore, for the third hypothesis, a possible moderating effect of PSS on the 
relationship between CR and depression symptom severity is examined. The relationship is 
visualized in a path diagram (Figure 2). This diagram is based on the moderator analyses 
suggested by Baron and Kenny (1986). In order to examine a possible moderating effect of 
PSS, a new variable was computed: the interaction effect. The interaction effect is based on 
the interaction of CR and PSS. In this diagram, CR and PSS separately are both predictor 
variables. In the interaction effect of PSS and CR, PSS is called the moderator variable. In 
order to avoid possible multicollinearity, moderator scores are based on the product of the 
standardized values on LEIDS-R total and CPQ total. Consequently, the diagram shows three 
paths: the effect of CR as a predictor, the effect of PSS as a predictor and the interaction 
effect. The moderator hypothesis is supported if the interaction of CR and PSS significantly 
ads up to the model. 
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CR   
          
PSS    Depression symptom severity 
 
CR * PSS  
 
Figure 2.Path diagram moderator. 
 
 Multicollinearity was tested by calculating the correlations between depression 
symptom severity and all independent variables. Most correlations were significant and varied 
between r=-.30 and r=.53, see Table 1. Variance inflation factor values varied between 1.01 
and 1.22. Multicollinearity was, therefore, considered as unlikely. Tests of normality indicated 
violation of normality of the distribution. Because of the large sample size, normality, 
linearity and homoscedasticity are checked and confirmed by examining the normal 
probability plots.  
 
Table 1.  
Pearson product-moment correlations between IDS-SR and predictor variables 
Scale 1 2 3 4 5 6 7 
1. IDS-SR Total —       
2. LEIDS-R Total .53*** —     *** 
3. CPQ Total -.30*** -.23*** —        
4. Lifetime anxiety .44*** .34*** -.12*** —     
5. Age .04 -.07** -.10**  .02*” —  *** 
6. Gender .14*** .10*** -.04*** .09**  -.15*** — *** 
7. Level of education -.18*** -.05** .12*** -.08*** -.02* -.01 — 
Note: * p < .05, ** p < .01, *** p < .001. 
 
Results 
 
Sample description 
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The current study consisted of 1,076 participants; 716 women (66.5%) and 360 men 
(33.5%). The mean age was 42.22 years (SD=12.95) in women and 46.36 years (SD=13.04) 
in men. Demographical sample characteristics are presented in Table 2. In total, 353 women 
(49.3%) and 145 men (40.3%) reported to have a lifetime anxiety disorder. In total, 332 
women (46.4%) and 145 men (40.3%) reported a previous diagnosis of depression. Of all 
participants, most participants had the Dutch nationality (98.1%), were born in the 
Netherlands (93.5%), and had an intermediate level of education (55.9%).  
 
 Table 2. 
 Demographic sample characteristics 
 Women 
(n=716) 
Men 
(n=360) 
Total 
(N=1,076) 
 n % n % n % 
Lifetime Anxiety 353 49.3 145 40.3 498 46.3 
Previous depression  332 46.4 145 40.3 477 44.3 
Recruitment site       
Community sample 486 67.9 243 67.5 267 24.8 
General health practitioner 175 24.4 92 25.6 729 67.8 
Mental health institutions 55 7.7 25 6.9 80 7.4 
Country of birth       
Netherlands 669 93.4 337 93.6 1,006 93.5 
Other European country 24 3.4 7 1.9 31 2.9 
Dutch nationality 699 97.6 357 99.2 1056 98.1 
Level of education       
Basic 29 4.1 12 3.3 41 3.8 
Intermediate 399 55.7 203 56.4 602 55.9 
High 288 40.2 145 40.3 433 40.2 
       
 
 Mean scores on the IDS-SR, LEIDS-R total, CPQ total and network size are presented 
in Table 3. IDS-SR scores ranged from 0 to 52 with a mean score of 13.52 (SD = 9.80). 
LEIDS-R total scores ranged from 0 to 100 with a mean score of 25.71 (SD = 16.53). CPQ 
total scores ranged from 17 to 50 with a mean score of 37.41 (SD = 5.26). The mean number 
of persons in a network (with regular and important contact) is 3.00 (SD = 1.20).  
 
PARTNER SUPPORT AND VULNERABILITY TO DEPRESSION 
16 
 
Table 3. 
Sample characteristics on predictor variables and IDS-SR 
 Women Men Total  
 (n=716) (n=360) (N=1,076)  
 Mean SD Mean SD Mean SD Range 
IDS-SR 14.52   9.86 11.53 9.37 13.52 9.80    0 - 52 
LEIDS-R 26.90 16.12 23.35 17.11 25.71 16.53      0 - 100 
CPQ 37.25   5.37 37.72  5.02 37.41   5.26  17 - 50 
Number of persons 
in network 
  3.02   1.16 2.97 1.27 3.00   1.20   1 - 6 
 
Cognitive Reactivity 
Hierarchical multiple regression analysis was used to examine if CR is related to higher levels 
of depression symptom severity, after controlling for age, gender, level of education and 
lifetime diagnoses of anxiety disorders. The results of the analyses are presented in Table 4. 
The control variables were entered at Step 1 (Model 1) and explained 22.9% of the variance 
of depression symptom severity, F (4, 1071) = 79.41, p < .001. LEIDS-R total scores were 
entered at Step 2 (Model 2). CR explained an additional 16.8% of the variance of depression 
symptom severity, ΔF (1, 1070) = 298.06, p < .001. CR is significantly associated with 
depression symptom severity (β = .44, p < .001). The total variance explained by Model 2 was 
39.7%, F (5, 1070) = 140.76, p < .001.  
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Table 4.  
 
Summary of Hierarchical Regression Analyses of CR in  
relation to Depression Symptom Severity (N = 1,076) 
 Model 1  Model 2  
Variable β  β  
Age  .05     .08**  
Gender .12***   .09***  
Level of education -.15***  -.18***  
Lifetime diagnosis 
of anxiety disorder 
.42***  .27***  
CR   .44***  
R
2
 .23***  .40***  
ΔR2   .17***  
F 79.41***  140.76***  
ΔF   298.06***  
Note: β = standardized coefficients; ** p < .01, *** p < .001. 
 
Partner Social Support 
Hierarchical multiple regression analysis was used to examine if PSS is related to lower levels 
of depression symptom severity, after controlling for age, gender, level of education and 
lifetime diagnoses of anxiety disorders. The results of the analyses are presented in Table 5. 
After entering the control variables at Step 1 (Model 1) explained 22.9% of the variance of 
depression symptom severity, F (4, 1071) = 79.41, p < .001. CPQ total scores were entered at 
Step 2 (Model 2). PSS explained an additional 5.2% of the variance of depression symptom 
severity, ΔF (1, 1070) = 77.22, p < .001. PSS is significantly related to depression symptom 
severity (β = -.23, p < .001). The total variance explained by Model 2 was 28.1%, F (5, 1070) 
= 83.49, p < .001. 
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Table 5. 
Summary of Hierarchical Regression Analyses of PSS in  
relation to Depression Symptom Severity (N = 1,076) 
 Model 1  Model 2  
Variable β  β  
Age  .05   .03             
Gender .12***  .10***  
Level of education -.15***  -.12***  
Lifetime diagnosis 
of anxiety disorder 
.42***  .39***  
PSS   -.23***  
R
2
 .23***  .28***  
ΔR2   .05***  
F 79.41***  83.49***  
ΔF   77.22***  
Note: β = standardized coefficients; *** p < .001. 
 
Interaction effect 
Hierarchical multiple regression analysis was used to assess the ability of PSS to moderate the 
effect of CR on depression symptom severity, after controlling for age, gender, level of 
education and lifetime diagnoses of anxiety disorders. The results of the analyses are 
presented in Table 6. At first, the control variables, LEIDS-R total scores and CPQ total scores 
were entered (Model 1). The control variables, CR and PSS together explained 41.7% of the 
variance of depression symptom severity, F (6, 1069) = 127.53, p < .001. In Model 2 the 
interaction effect scores were entered. This explained an additional 0.5% of the variance of 
depression symptom severity, ΔF (1, 1068) = 10.03, p = .002. The interaction effect is 
significantly related to depression symptom severity (β = -.07, p = .002). The total variance 
explained by Model 2 was 42.3%, F (7, 1068) = 111.67, p < .001.  
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Table 6. 
Summary of Hierarchical Regression Analyses: PSS Moderating  
the Effect of CR on Depression Symptom Severity (N = 1,076) 
  Model 1  Model 2  
Variable  β  β  
Age     .06*            .05*  
Gender  .08**  .08***  
Level of education  -.16***  -.16***  
Lifetime diagnosis 
of anxiety disorder 
 .26***  .27***  
CR  .41***  .40***  
PSS  -.15***  -.15***  
CR X PSS    -.07**  
R
2
  .41***  .42***  
ΔR2        .01**  
F  127.53***  111.67***  
ΔF    10.03**  
Note: β = standardized coefficients; * p < .05, ** p < .01,  
*** p < .001. 
 
Gender differences 
Hierarchical multiple regression analyses were used to assess if gender differences were 
present in the moderating effect of PSS on the relationship between CR and depression 
symptom severity. The analyses were done for women and men separately. Age, level of 
education and lifetime diagnoses of anxiety disorders were controlled for. The results of the 
analyses are presented in Table 7. At first, the control variables, the LEIDS-R total scores and 
CPQ total scores were entered (Model 1). In women, the control variables, CR and PSS 
together explained 38.6% of the variance of depression symptom severity, F (5, 710) = 89.37, 
p < .001. In men, this is 45.3%, F (5, 354) = 58.59, p < .001. Secondly, in Model 2 the 
interaction effect was entered. This factor explained an additional 1% of the variance in 
depression symptom severity in women, ΔF (1, 709) = 11.1, p = .001. The beta value for the 
interaction effect in women is β = -.1, p = .001. In men, the interaction effect did not 
significantly explained variance in depression symptom severity, ΔF (1, 353) = 0.58, p = .446. 
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The beta value for the interaction effect in men is β = -.03, p = .446. For women, the total 
variance explained by Model 2 was 39.6%, F (6, 709) = 77.39, p < .001. For men, total 
explained variance of depression symptom severity by Model 2 is 45.4%, F (6, 353) = 48.86, 
p < .001.  
 
Table 7. 
Summary of Hierarchical Regression Analyses: PSS Moderating the Effect  
of CR on Depression Symptom Severity, in women and men (N = 1,076) 
 Model 1  Model 2 
 Women 
(n=716) 
Men 
(n=360) 
 Women 
(n=716) 
Men 
(n=360) 
 β β  β β 
Age .05*  .07  .05*  .06 
Level of education -.19*** -.12**  -.19*** -.12** 
Lifetime diagnosis 
of anxiety disorder 
.24*** .33***  .24*** .33*** 
CR .41*** .41***  .40*** .40*** 
PSS -.15*** -.14**  -.14*** -.15*** 
CR X PSS    -.10** -.03 
R
2
 .39*** .45  .39*** .44 
ΔR2    .01*** .00 
F 89.37*** 58.59***  77.39*** 48.86*** 
ΔF    11.10*** .58 
Note: β = standardized coefficients; ** p < .01, *** p < .001. 
 
 
The strength of the relationship between predictor variables and depression symptom 
severity (Model 2) in women is presented in Figure 3. For men, the strength of the 
relationship is presented in Figure 4. In both women and men, high levels of CR are 
significantly related to a high level of depression symptom severity. A high level of PSS is 
significantly related to a lower level of depression symptom severity in both men and women. 
In women, but not in men, PSS has a small moderating effect on the relationship between CR 
and depression symptom severity and is related to a lower level of depression symptom 
severity. 
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          CR          .40*** 
                     
        -.14*** 
PSS                Depression symptom severity in women 
 
 
CR X PSS  -.10** 
 
Figure 3.Path diagram moderator model with regression coefficients for women. 
 Note: ** p  <  .01, *** p < .001. 
 
 
 
          CR          .40*** 
                     
         -.15*** 
PSS                Depression symptom severity in men 
 
 
CR X PSS    -.03 
 
Figure 4.Path diagram moderator model with regression coefficients for men. 
 Note: *** p < .001. 
 
 
Discussion 
 
 
The main goal of this study was to examine if social support of a partner could moderate the 
relationship between CR and depression symptom severity. Additionally, it was examined if 
gender differences were present. As single factors, CR and PSS were significantly associated 
with depression symptom severity in both men and women, even when age, level of education 
and a lifetime diagnosis of anxiety was controlled for. A high level of CR was associated with 
a high level of depression symptom severity. This is in line with former research (Kruijt et al., 
2013). A high level of PSS was associated with a lower level of depression symptom severity, 
as was expected according to former research (e.g. Plaisier et al., 2007; Teo et al., 2013). The 
result of the moderator analysis of the total sample indicates that PSS does have a small 
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buffering effect on CR, which results in a lower level of depression symptom severity. The 
buffering effect of PSS on CR is examined in women and men separately, as well. The results 
of the separate analyses indicate that when a high level of CR is present, only women with a 
high level of PSS report lower levels of depression symptom severity. In women with a low 
level of PSS and in men with a low or a high level of PSS, no significant moderating effect of 
PSS was found. Results of PSS as a predictor for depression symptom severity are partly in 
line with previous research of Choi and Ha (2011). In their research, a high level of PSS was  
associated with a lower level of depression symptom severity in both women and men. A 
possible explanation is that, in women, a partner has a more important role in providing 
emotional and instrumental support compared to men. Men tend to have larger social 
networks (Fuhrer et al., 1999) and are, therefore, probably less dependent of the social support 
of their partner. The current study did not differentiate between low and high levels of PSS. It 
is, therefore, not clear whether gender differences in depression symptom severity exist in 
levels of PSS.  
 
 In conclusion, according to the results of the current study, both women and men tend 
to profit from social support from their partner. When cognitively vulnerable to depression, 
compared to men, women tend to profit more of social support from their partner.  
 
Limitations  
The results of the current study need to be interpreted in the light of a few limitations. 
Firstly, most participants were recruited through general health practitioner practices (57.1%) 
or mental health institutions (23.8%). Recruiting participants in these practices and 
institutions offered a large sample size of (high risk) individuals. However, the findings of the 
current study, therefore, have a limited generalizability. In addition, conclusions of the current 
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study are only applicable to individuals ranging in age between 18 and 65 years, with a 
partner and no current diagnosis of depression. In order to increase the generalizability of the 
results of this study, further research in other samples (e.g. the general population) will be 
needed. 
 Secondly, the adapted version of the CPQ only measures social support from a partner. 
A partner does not necessarily have to be the most important person in providing social 
support. According to Olstad et al. (2001), social support can be provided not by only one 
specific person, but by multiple persons in a social network. A social network can, for 
example, consist of family, colleagues and friends. In addition, the CPQ only assess emotional 
support, instrumental support and negative aspects of social support. The experience of 
mattering to others is an example of an aspect of social support that is predictive of depression 
symptomatology, as well (Taylor & Turner, 2001). According to Berkman et al. (2000), social 
support and the quality of social support can be measured on different levels of social support. 
Culture, network size, contact frequency, social roles in work and family environment, 
attachment style and being a widow are examples of other factors that may play a role in 
predicting the quality of (perceived) social support. Therefore, it is recommended to examine 
multiple aspects of social support. In particular, aspects that are significantly related to 
depression incidence and cognitive vulnerability to depression. 
 Thirdly, cognitive reactivity to sad mood is considered to be a scar of a previous 
depression episode (Kruijt et al., 2013). The current study includes individuals with a 
previous but not a current diagnosis of depression. In addition, severity of depression 
symptoms were measured and not depression incidence. In order to examine if a high level of 
PSS can actually prevent for depression incidence, and can moderate the relationship between 
CR and depression incidence, a longitudinal study will be needed.  
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Directions for Future Research 
Based on the limitations of the current study, directions for future research are 
suggested. Firstly, a longitudinal study including participants with and without a current 
diagnosis of depression is needed. A longitudinal study offers the possibility to examine if 
PSS is not only related to depression incidence, but can prevent depression incidence as well, 
even when a high level of CR is present. Secondly, a broader definition of social support 
needs to be studied with, for example, an instrument with questions concerning more aspects 
of social support, the social network and of more close persons. Thirdly, a significant 
moderating effect of PSS on CR in women is found. The moderating effect is significant but 
small and, therefore, needs to be interpreted with caution. In order to confirm these results, 
future research need to be done with a more generalizable sample.  
 
Implications for clinical practice 
For clinical practice, it is suggested to enhance (perceived) PSS during treatment of 
depression symptoms, especially in women, when a high level of CR is present. For example, 
by involving the partner in therapy. In addition, when a low level of partner social support is 
present, it can be examined if social support in general can be optimized by involving other 
close persons in the social network. By enhancing a broad social network and by optimizing 
the social support of other close persons, the dependency of the social support of a partner in 
particular decreases. Further research is needed in order to increase our knowledge about how 
to enhance PSS in women when a high level of CR is present. 
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